Dr Stuart Came discusses the influence of depressive illness in the mother in producing feeding difficulties with her child. He stresses the importance of considering this possibility and shows that treatment of the mother's condition results in resolution of the feeding difficulty. Dr Katharina Dalton demonstrates a correlation between repeated colds in children and premenstrual tension in the mother. Her figures show that coryzal episodes in the children occur at the time of the premenstruum in the mother. Dr Ronald Mac Keith emphasizes the importance of establishing empathy between mother and child as early as possible, and shows how the doctor can help in achieving this objective.
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Dr Stuart Carne (Hammersmith)
Vomiting is a common presenting symptom with which mothers bring their babies to the doctorpediatrician, general practitioner or infant welfare medical officer. The usually accepted causes are well known: they include structural anomalies of the gastro-intestinal tract, such as pyloric stenosis, and systemic infections such as pneumonia. In a large proportion of cases, perhaps the majority, no illness can be found and the vomiting is attributed to a mismanagement of the feeding; often associated with inexperience on the part of the mother. Not so long ago over-feeding was usually blamed, but today most people think that too little food is more likely to cause trouble than too much. Some mothers attribute the vomiting to the use of a milk mixture which they say is unsuitable for their baby. In this usually misguided opinion they sometimes receive medical support from their family doctor or even from the infant welfare clinic, where opinion should be better informed. A pediatrician was once defined as a doctor who could feed any baby on any milk, so this criticism should not apply to them. A poor hole in the teat, bad posture in holding the baby, and wind are also often blamed. Some babies are even said not to tolerate their own mother's milk.
In the management of these cases various methods are used, depending on the training and experience of the person offering the advice. Sometimes it has been thought advisable to admit the baby to hospital to regulate his feeding; occasionally the baby is admitted with his mother to a special mother and baby hostel which specializes in feeding difficulties. Many mothers bring their baby to the doctor, thinking he is vomiting when all that is happening is that the baby is 'posseting' -that is the baby is regurgitating a little partly digested milk, without being made ill by this manceuvre. Simple explanation will suffice for most mothers and no active treatment is necessary.
In my earlier days, when I was a pediatric house physician, I was struck by the speed with which babies, who had been vomiting, stopped vomiting once they had been put in a cot in a hospital wardand incidentally separated from their mothers most of the time. And equally I was impressed with the difficulties still complained of by their mothers when the babies left hospital.
Some five years ago the probable explanation became clear to me. The patient, a boy, was nearly 9 months old when I was first consulted. He was the parents' first child and was delivered normally at nine months in hospital. According to the mother he had begun vomiting almost as soon as she was discharged from hospital. She had attended the local infant welfare clinic and had been advised to adjust the feed both in type and quantity. This had not been a success and so mother and son were admitted to a special unit which dealt with feeding problems. She stayed there only one day before taking her discharge. I asked her why she had left the home. It was her reply which first alerted me: 'There was no doctor there; they couldn't help me.' Her own history was typical of a depression. She could not sleep: 'The baby keeps me awake. No, he doesn't cry. I just lie awake'. She felt dreadful in the mornings and had no desire to do anything except what was essential. She had a dread that something would happen to her baby. (Other mothers in a similar situation had admitted that they were afraid of what they might do to their babies, but in this, the first case, I did not elicit this point in the history.) I said nothing about the baby to the mother but offered her a prescription for an anti-depressive drug for herself. Three days later, the baby was much better and the mother certainly looked a lot less worried. We discussed her feelings and I advised her to remain on the drug. She made a fairly uneventful recovery.
Since I saw that patient five years ago I have recognized this syndrome in over 40 other mothers. All of these were in my own general practice. However unrepresentative my practice may be it is obvious that the national incidence of this syndrome must be fairly high.
In these other cases I have seen the story has always followed a similar pattern. Where the baby was born in hospital the onset of vomiting began shortly after discharge, though in some cases the mothers have said that their baby was not well in the hospital. In several cases there has been a history of depressive illness before the birth of the baby. Not all the babies were first-born; nor, where the babies were second or subsequent offspring, was there always a history of a similar illness after the previous birth(s). Furthermore, in some, but not all, of the mothers who have had second babies following this syndrome after the birth of their first, there has been no repetition of this 'vomiting baby' presentation of a puerperal depression.
Some mothers, either because they cease treatment too soon or for other reasons, have relapsed and had a recurrence of their depression within weeks of the first episode after the birth of their baby. Where this has happened the mothers have usually come back to me saying 'my baby is vomiting again.' Further treatment of the mother has led to a remission of the baby's troubles.
It is always essential when this condition is suspected to examine the baby carefully. For a depressed mother is as likely as any other to have a baby with a gastro-intestinal disease which makes him vomit. In one case where the mother appeared to be depressed she felt a lot better when I next saw her but the baby had lost weight. I could feel no tumour but there was elicited a family history of pyloric stenosis in a paternal uncle and this was found in the baby at subsequent operation.
My own experience of this syndrome in a general practice has been so relatively common that I feel sure others must have come across many comparable cases. Of course the general practitioner is in the most favourable position to manage such a case, for only he could be consulted about a baby and write a prescription for the mother. The reference of the mother to a second specialist might well hamper the pediatrician in his management. Discussions with many pxediatricianshaveshown that they have seen cases where they suspected a puerperal depression in the mother but, being unable to do anything about it themselves, they felt obliged to concentrate on the baby. However, it would appear that there is no need to do anything at all for the baby except to treat the mother. This is not a syndrome which can be confirmed by special investigations. Nor is it one in which an observer can easily be introduced. The essence of successful treatment in my experience is the ability to offer the mother the correct treatment at the first consultation. I suspect that once this opportunity is lost she will no longer be willing to take medicine for her baby; even if she is, her mother or mother-in-law might express adverse criticism. But if no time is lost in starting treatment, then by the time the relatives arrive on the scene the mother (and her 'vomiting baby') are well on the road to recovery.
No one else but the general practitionerthe family doctoris in a position to treat the mother and child simultaneously; indeed, in these cases, he is treating the mother while apparently looking after her baby.
Dr Kratharna Dalton (London)
The Influence of Mother's Menstruation on her Child A London evening newspaper of October 1964 told of a young mother who had beaten up her 3-year-old daughter. In evidence the mother stated: 'I suffer from my nerves, at certain times of the month it is worse than others.' The husband said: 'She seems to be quite uncontrollable. I have restrained my wife physically.' This young woman was not one of my patients, but it reminded me of a similar instance in which one of my kind and motherly patients, in a fit of temper, had struck her child, fracturing her fibula. In her case these violent outbursts always occurred just before menstruation, and treatment for her premenstrual tension resulted in a happy and even-tempered mother.
Serious cases of premenstrual tension result in temporary loss of self-control and may result in acts of violence. What happens in the less serious cases? Does the child show any adverse manifestations to his mother's premenstrual irritability, depression and lethargy? The possibility that minor coughs and colds in children might be related to mother's menstruation was suggested by the following case:
